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ABSTRACT
Deaf individuals often experience problems in communication with the 
hearing. This problem is intensified in the health care field by the 
emotional aspects and the importance of a good rapport between the 
patient and the health care provider which usually stems from good 
communications. Traditionally, the burden of learning to facilitate 
communictions between the deaf and hearing has rested entirely with the 
deaf. Unfortunately, education often falls short of this goal. The result 
has been the development of a deaf subculture. This subculture, commonly 
referred to as the deaf community, develops as an "outsider" faction of the 
linguistic majority of speech users. Attitudes of the hearing toward the 
deaf largely affects the development of the deaf community which plays a 
major role in the education and socialization of the deaf individual.
Long, loud and cantankerous is the howl raised by the 
deaf-mute. It has to be if he wishes to be heard...He 
ought to keep it up incessantly until the wrongs inflicted 
upon him have been righted...
Until today he has been a much misunderstood human 
being...Even now he is shunned and isolated as a useless 
member of society...
Occasionally you will come across an unusually bright, 
intelligent deaf-mute who awakens your sympathy and 
interest, but the slow, cumbersome difficulties of 
conversing with him stand as an insurmountable barrier 
against free and equal companionship. In consequence 
you drive him into seeking the society of his fellow 
unfortunates, for it is only among this class that he finds 
himself on comparative equality. When this happens you 
frown on him for his peculiar "clannishness."
His peculiarities and grotesque characteristics are 
created by you-one of the fdrtunates blessed by speech. 
They are caused by your unintentional neglect of his 
crying needs.
•Albert Ballin (deaf from birth) 1930 
(Quote from Schowe 1979:8-9)
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UNDERSTANDING THE DEAF COMMUNITY:
APPLICATIONS FOR HEALTH CARE PROVIDERS
Social interaction between handicapped and non-handicapped people 
is often uncomfortable for both parties. For most deaf people, the fact 
they cannot hear is more a problem of daily life than a handicap. They 
must endure reactions of discomfort, misunderstanding, and exclusion 
from the hearing world in which they live. Deafness, as used here, refers 
to a permanent hearing loss that occurred at birth or in early childhood and 
hinders communication with spoken language. Exclusion of deaf people 
from hearing societies stems from a cultural bias which equates fluent 
speech with intelligence, worldliness, and social acceptability. For most 
hearing people, speech is a way of conveying language, which in turn 
carries our thoughts, ideas, feelings, and culture and allows social 
interaction. Since their ability for speech and their knowledge of spoken 
English are often limited, and the tolerance for lack of speech by the 
hearing world is very low, the deaf become outsiders in a hearing world. 
One anthropologist studying deaf/hearing interactions remarked (Bendeiiy 
1980:25), "communication' and 'community* arise from the same Latin 
word. Few things so easily remove a person from the normal life of
society as a loss of hearing."
The deaf experience the world differently for the simple reason that 
they cannot hear. These experiential differences color individuals' lives 
and invoke variations in the pattern of life. The deaf, influenced by their 
experience* of family, education, and exclusion from hearing society, form 
a supportive bond which social scientists refer to as the deaf community.
It is only natural that the deaf bond together with others who have the 
same experiences, ideals, and world view, to form a subculture. The term 
"deaf community" is used mainly by researchers and highly educated deaf 
individuals. Most deaf people, however, do not use this title when refering 
to their group of deaf friends. Not all deaf people are members of the deaf 
community. Members of the oommunity make a conscious decision to 
choose to be with others who share the same life experiences. The deaf 
community forms not only because of the hearing deficiency, but also 
because of the natural formation of a communications barrier, mostly due 
to the stigma on sign language and the expectation by the linguistic 
majority that people not using spoken language are in some way deficient. 
The attitudes of hearing people, which can be seen In popular literature, 
historical, and cross-cultural examples create a linguistic barrier as
opposed to simply a disability group or a cultural minority.
Internationally, the deaf community has the goal of achieving public 
acceptance of the deaf as equals with equal employment, political 
representation, and control of institutions that involve deaf people 
(Padden 1980 from Baker & Battison 1980). Equally important is the goal 
of living without barriers and gaining acceptance of the history of the deaf 
community, its leaders, and sign language as a mode of communication. 
Clinical communications with the deaf may be especially problematic. The 
health care provider should consider that they must reach beyond not only 
a communications barrier but a cultural barrier as well. To do this, they 
must first understand the deaf community.
BIOLOGICAL DEFINITION O F DEAFNESS
The diagnosis of a hearing impairment is often imprecise and delayed. 
The mechanisms of the ear are not completely understood, nor are the 
causes of all hearing losses. Congenital deafness occurs once in a 
thousand births, thus even experienced pediatricians may never have seen 
a case. A study at the California School for the Deaf found that half the 
parents of hearing impaired children had been told by doctors not to worry 
and that everything was normal (Benderly 1960:41). The delay in 
diagnosis can be detrimental to the education and language development of 
the child. Holm and Thompson (1971), reporting on the problems of deaf 
children, stated:
Children who are deaf or hard of hearing are often 
not referred for audiologlcal evaluation as early as 
possible. As a consequence, medical, audiologlcal, 
and educational remediation may be delayed beyond 
the optimum time for prevention (intervention).
(Senate Subcommittee on the Handicapped 1980:3)
Research has shown that, in fact, a critical period for optimum American
Sign Language (ASL) acquisition does exist. Newport and Suppalla (1980;
Newport 1981,1982) have found that signers of as many as 50 years, who
learned sign at an older age, score measurably lower on linguistic 
performance and language organization tests than did native signers. 
Thus it is extremely important to recognize the problem early.
The ears are a system of highly specialized organs in which various 
parts of the system control different parts of the process of hearing. 
Malfunctions of various sorts produce different problems. In general,
three types of hearing impairment are recognized. A ive hearing
impairment is a problem with the outer or middle ear. This hearing 
problem is the result of a disruption of the transmission of sound by the 
ear mechanisms which conduct sound energy to neural sensory centers. A 
sensorineural hearing Impairment results when function of the sensory 
centers inside the cochlear sac or the neural structures within the eighth 
nerve, which connects the sensory centers to the brain, are disrupted. 
Disruption among the central auditory centers within the brain causes 
central auditory Impairment (Senate Subcommittee on the Handicapped 
1980:108). Each of these may be congenital or acquired. Mild and 
moderate hearing losses are defined by audiologists as 26-40 decibels and 
40-55 decibels respectively. One in every 200 persons has a severe loss 
of greater than 70 decibels, and one in 400 is considered profoundly deaf
with a loss greater than 90 decibels (Benderly 1980:13). These last two 
groups make up the greatest portion of the deaf community.
Defining the terms "deaf and "hearing impaired" is problematic. It is 
generally accepted that "hearing impaired" is a generic term for ali levels 
of hearing loss from very mild to severe. "Dear is a hearing loss so 
severe that the person cannot hear or understand speech or sounds 
(Costello 1985:ix). Professionals who work with people who have hearing 
losses, however, often use these terms to show their loyalty to a 
particular school of deaf educators rather than a physiological condition. 
Ususaily those who favor manual communication use the term "deaf," while 
those who oppose manual in favor of oral/aural methods prefer the term 
"hearing impaired" (Benderly 1980:4). Fortunately, this schism is closing 
as more evidence shows that manual communication enhances rather than 
inhibits education. Further confusing the use of these terms is the fact 
that some people with severe and profound hearing losses prefer the term 
"hearing impaired" rather than "deaf" even though they have no hearing 
(Johnson 1987:personal communication). This preference of terms 
probably developed from the attitudes of their educators as they grew up.
The deaf population in the United States consists of 2 million people
who are profoundly deaf (Department of Health and Human Services 
1981:4). About 500,000 sustain loss before the age of 19, and many of 
these lost hearing before the development of language skills (Senate 
Subcommittee on the Handicapped 1980:3). One American in one hundred 
is profoundly deaf, and another 12 million suffer from partial hearing loss. 
Together the group defined as "hearing impaired" consists of 10% of our 
population (over 20 million people).
The repercussions of hearing losses on society are becoming 
increasingly apparent. The number of deaf is growing as the number and 
percent of aging people in the US grows larger. More children with birth 
defects are surviving due to improved neonatal techniques. Children with 
such illnesses as meningitis, which was often fatal, are now saved by new 
antibiotic treatments, but often they suffer hearing losses (Benderly 
1980:37). Rubella, especially during the years of 1963-65, also increased 
the deaf population (Benderly 1980:2). The EPA estimates that 20 million 
Americans work in jobs or live In areas where they are exposed to daily 
noise that is permanently damaging their hearing (Senate Subcommittee on 
the Handicapped 1980:2). The affect of the new stereo and "Walkman" 
technology on hearing fees is still unknown, but will likely add to the
numbers of deaf in the United States.
ESTABLISHMENT OF THE DEAF AS A LINGUISTIC MINORITY
It is important to understand a bit about American Sign Language
(ASL) and its use to fully understand the deaf community. Historically,
sign language has been on a roller coaster of acceptance. When formal
deaf education began with the Abbe de I'Epee at the first school for the
deaf in 1760, the idea of using sign language to teach French to the deaf
people of France was a new concept. L'Epee realized from observing the
deaf community in Paris that they already had a language. He wrote:
Every deaf-mute sent to us already has a language.
He is thoroughly in the habit of using it, and understands 
others who do. With it he expresses his needs, desires, 
doubts, pains, and so on, and makes no mistakes when 
others express themselves likewise. We want to 
instruct him and therefore to teach him French. What 
is the shortest and easiest method? Isn't it to express 
ourselves in his language? (Lane 1984:6-7)
Thus the use of sign language to teach the deaf got its start. Yet, at 
this time in Europe a war of methods for teaching the deaf was beginning.
The leaders of the two factions were I'Epee ("Father of Manualism") and 
Heinicke ("Father of Oralism") (Supalla 1987:personal communication).
After visiting I'Epee's school for the deaf in Paris, Thomas Hopkins 
Gallaudet opened the first school for the deaf in the United States in 1817. 
With the help of a former student and teacher from the school in Paris, 
Laurent Clerc, they began instruction using a form of signed French. The 
students at the new school, however, already had a language which they 
preferred to use outside of the classroom. With time, French signs were 
incorporated into the language which already existed. The result was a 
new language which evolved to its present form (ASL) in which about 60% 
of the signs have French origins and 40% come from indigenous sign 
language (Baker & Padden). By 1835, ASL was used in all schools teaching 
the deaf. The war of methods reached America 100 years later. The new 
generals were Edward Miner Gallaudet (Thomas' son) and Alexander Graham 
Bell. Bell had gained much notariety for teaching the deaf to speak and 
was one of the oral methods greatest proponents. With the influence of 
Bell's prestige and money, educators began to share his opinions and 
methods. School officials felt that the deaf could function normally in 
society if they learned speech and that to be successful the deaf should 
act as hearing people (Supalla 1987:personal communication). As public 
opinion changed to accept oral education of the deaf as the "proper"
method, parents of deaf children were influenced to educate their children 
in these schools. School officials convinced the parents that the only 
chance their child had to be normal was to learn using oral methods.
With the influence of Alexander Graham Bell the move toward oralism was 
in full swing by 1870. The International Congress of Deaf Instructors in 
Milan in 1880 resolved:
Considering the incontestable superiority of speech 
over sign for integrating the deaf-mute Into society 
and for giving him better command of language, the 
oral method is preferable to the gestural for the 
development and instruction of deaf-mutes. ...Since the 
concurrent use of speech and of signs has the 
disadvantage of undermining speech, lipreading, the 
precision of ideas..., the pure oral method should be 
preferred. (Lane 1976:252)
. Thus began a worldwide movement to abolish the use of sign language 
by the deaf. In this same year the National Association of the Deaf (NAD) 
was established in order to preserve ASL. In the mid-nineteenth century, 
France had 160 schools for the deaf, and the manual language of the 
signing community was the language of instruction in all. By the turn of 
the century, it was not allowed in any of them. By the end of the American 
Civil War, there were 26 schools for the deaf with ASL as the language of 
instruction. By 1907 there were 139 schools and ASL was forbidden in
every one (Lane 1984:3). Fortunately ASL did not die out. It was kept alive 
and used within the deaf community, probably forming a closer knit 
community than before because of the ostracism of the language. It was 
not until the civil rights movements in the 60's and the attention of 
linguists such as William Stokoe that ASL became accepted as a natural 
language.
For a century our nation addressed the social problems of the deaf
with a model that pathologizes all consequences of deafness, assigning the
health establishment to deal with them (Lane 1984:4). For this model to
work, the manual language had to be thought of as a "pathetic pantomime"
rather than a real natural language (Lane 1984:2). The deaf were not seen
as a language minority: their failure to use spoken language was
attributed to pathology. Lane (1984:2) describes the theory of the time.
An enlightened society would provide the deaf 
therefore, not with bilingual teachers giving them 
at least some instruction using their primary 
language but rather with "special" educators, speech 
pathologists and the like, who directed their efforts 
almost exclusively to rehabilitation.
The pathologic view of deafness stems from the cultural bias which
occurs when speakers of a majority language view those who use another
language in their midst as deficient.
The deaf community, however, favored a social model. In this model
deaf signers see themselves as different rather than deficient, and the
factor which makes them different is not seen to be their hearing loss but
their ostracized language. The shift to a social model in the 60's wac
fueled by such work as William Stokoe's analysis of word (sign) formation
in ASL (Lane 1984:3). This linguistic approach to ASL continued in the 70'
with Ursula Bellugi and Edward Klima's work describing sentence
construction in ASL (ibid). Researchers discovered that ASL had
structure, although different from English, and they found parallels in
other languages. Gradually linguists came to accept ASL as a natural
language. Lane (1984:4) describes this change:
Scholars had discovered, in a word, that language is 
a capacity of the mind, if blocked in one avenue of 
expression, will take another. And if the signing 
community is indeed using a natural language, then it 
is, of course, a linguistic minority, as the deaf have 
contended at least since 1779...
Another reason for the shift to the social model is the failure of the 
pathological model. As Lane again describes, "Efforts to teach the deaf 
child to glean from the lips the messages of a language he never knew or
no longer uses are equally frustrated" (Lane 1984:4). It is not surprising 
that in recent studies, deaf high school students have performed at the 
fourth-grade level in reading and writing and the sixth-grade level in 
arithmetic (Lane 1984:4). A1974 census of deaf adults found that 30% 
could not read and write and 80% engaged in manual or unskilled labor 
(ibid).
As a result of the of banishment of sign by the hearing 
establishment concerned with the deaf and the resultant public opinion 
about the use of sign, the deaf have indeed become a linguistic minority. 
Their handicap lies in the conduct of their education in a language they 
have not mastered, unequal job opportunities, unequal access to health and 
government services, and many other inequalities of opportunity and 
acceptance in the hearing world in which they live. Thus their handicap as 
a linguistic minority is a condition of the society in which they live; a 
society which has created barriers. It is not merely a handicap in the
individual.
UNDERSTANDING ATTITUDES TOWARD THE DEAF COMMUNITY
Since the equal rights movements began in the 60's, various disabled 
groups have become more militant about making their causes known. 
Newspapers are full of accounts about the need for new wheelchair ramps, 
but rarely do articles appear proclaiming the needs of the deaf. Deaf 
persons tend to form into groups, commonly known as the deaf community. 
Once in this group, they feel that they have no disability: their needs are 
met within the group and in it they lead full and normal lives. If they are 
born into the deaf community, it may be years before they realize that 
they are different from anyone else.
Communications barriers have had a tremendous impact on the lives 
of deaf individuals. The deaf community forms during childhood in an 
attempt to fill the void created by an unaocepting society. They are not 
trying to separate themselves from the hearing world, rather they have a 
common goal: to live and socialize in the least restrictive environment 
possible. Psychologist Hans Furth has said, "of all physical disabilities, 
deafness is the only one that makes Its members part of a natural 
community'' (Benderly 1980:12). They choose the deaf community because
it provides them with social support to deal with the linguistic and social 
barriers they encounter in the hearing world.
HISTORICAL CONTRAST OF HEARING ATTITUDES ON THE DEAF COMMUNITY
Although hearing "experts" on deafness have attempted to fully 
integrate the deaf into the hearing society, generally these efforts have 
resulted in undereducation, underemployment, dependence, and isolation. 
Perhaps by comparing the deaf populations of today with the historical 
example at Martha's Vineyard, a better understanding can be reached of the 
tremendous impact the attitudes of the hearing have on the deaf 
community.
The early communities on Martha’s Vineyard, Massachusetts, provide 
an interesting contrast to the current pattern of a deaf community forming 
because of exclusion and the shared life experience which is a result of 
this exclusion. Martha's Vineyard also provides the first record of 
inherited deafness. Deafness occured at a very high rate within the 
relatively isolated island population for 250 years. The gene pool was
limited by the small island population and the considerable inbreeding 
resulted in an incidence of deafness which was much higher than the 
national average. The average population over two and a half centuries 
was around 3100 (Groc e 1980:3). Estimates for the late 19th century 
indicated that one out of 2730 in the general American population was 
born deaf, while on Martha's Vineyard the rate was close to one of every 
155 individuals with congenital deafness (Groce 1980:4). The largely 
endogamous marriage pattern, brought by the settlers from Kent England in 
the 17th century resulted in even higher rates in some communities (Groce 
1985:vii). She found that one village on the western part of the island 
with an average population of 500 had deafness in one of every 25 persons. 
In one area of this village during the same time period one out of every 
four was born deaf. While researching inherited deafness using the island 
population, Alexander Graham Bell found that nearly every family in New 
England with a history of deafness could be shown by genealogical charts 
to be in some way connected with the early settlers of Martha's Vineyard 
(Groce 1980:4).
As they were relatively isolated for many years, the people of
Martha's Vineyard did not realize that it was odd to have so many deaf
people in their community. The handicap was not perceived by their
society. As the gene pool increased, the number of deaf decreased and
accordingly the number of people who knew or used sign greatly decreased.
Groce's informants were limited to a few older individuals. She found that
"bilingual" communities were maintained as children learned sign in the
home from their parents and were reinforced by the community (Groce
1980:4). Her informants remarked that the deaf were never excluded from
any conversation or activity. One informant gave this example:
We would sit around and wait for the mail to come 
in and just talk And the deaf would be there, 
everyone would be there. And they were part of the 
crowd, and they were accepted. They were fishermen 
and farmers and everything else. And they wanted to 
find out the news just as much as the rest of us. Arid 
oftentimes people would tell stories and make signs at 
the same time so everyone could follow him together...
(Groce 1980:5)
Signs were used both by the hearing and the deaf and could be found in
any situation not just a small group. Groce gives another example passed
to her by an informant (1980:5):
They would come to prayer meetings; most all of them 
were regular church people, you know. They would come
when people offered testimonials, and they would get 
up in front of the audience and stand there and give a 
whole lecture in sign. No one translated it to the 
audience because everyone knew what they were saying.
The use of sign was also not limited to the presence of deaf 
individuals. It was often used by the hearing in situations where distance 
prohibited easy communication or where talking was prohibited. Groce's 
informants mentioned the use of sign by fishermen to give commands on 
boats or to talk about the catch between boats on open water. They also 
mentioned the use of sign in school, church, or public gatherings when 
speaking was prohibited, and when groups of men gathered and told dirty 
stories (Groce 1980:5).
Through the example of Martha's Vineyard, we see that with 
acceptance by the hearing world the deaf can be, and In fact have been at 
times, fully integrated into society. When asked how the deaf 
communicated with the hearing if they could not speak, one informant told 
Groce (1980:4), "There was no problem at all. You see, everyone here spoke 
sign language." Although it is not reasonable to expect everyone to learn 
sign language today, the population of the island showed a willingness to 
make an adjustment instead of leaving the burden of adjustment on the
deaf. This is the important point of the example Martha's Vineyard 
provides. The deaf are a linguistic minority, but it is the attitudes of the 
hearing which are the truly isolating agent.
HEARING ATTITUDES TOWARD DEAFNESS AS EXPRESSED IN POPULAR 
LITERATURE
Attitudes toward deafness can be seen in popular literature. Authors
can have a great influence on the attitudes of their readers. Looking at
literature from the 19th century to the present, Batson (Reprint of article,
source unknown) has discovered some interesting trends in the portrayal
of deaf characters. Literature from the 19th and early 20th centuries
tended to sanctify deaf characters. Batson describes the stereotype that
persists today (Batson reprint: 17):
These brave, affected souls, as hard a life as they 
have, still manage to live a moral, heroic life: Why 
can't you who have such a comparatively easy life 
also live up to high standards of human conduct?
...Today, people still talk about how 'rewarding' it 
must be to teach deaf people. Stereotypes die slowly.
Batson sees a new trend emerging for deaf characters in fiction in the
60's and 70's as their silence becomes a literary tool for the projection of 
other characters. The deaf are seen as isolated helpless victims. The 
character of John Singer in Carson McCullers 1940 novel, "The Heart Is a 
Lonely Hunter," is the prototype character of the sympathetic listener. 
(Batson reprint:16) Readers discover all the other characters through 
their confessions to a man whom they mistakenly believe understands 
everything they tell him, while he Is portrayed as having lost his only deaf 
friend and as being utterly alone. This character occurs again as the 
heroine Anna in Susan Yanikowitz's 1976 novel, "Silent Witness." The 
character of Sarah Norman, In "Children of a Lesser God,” is misunderstood 
by hearing characters. She is seen as unresponsive and as a problem child 
because she refuses to use speech. In reality, she is asking for the 
opportunity to make this decision herself and for people to aocept her for 
who she is and not for her success with speech. These portrayals of the 
deaf as isolated, lonely, bitter people is present in literature and, 
unfortunately, in the minds of many hearing people.
CROSS CULTURAL ATTITUDES TOWARD THE DEAF
Most societies today depend on spoken language for interactions and for
the transmission of culture. Because of their difficulties with speech, the 
deaf have been pushed aside by the hearing and are often thought of as 
inferior. The phenomenon of considering the deaf as mentally Inferior is 
not unique to the United States. Carmel has talked with many people from 
around the world about the treatment of the deaf in their countries. Some 
Arab countries, India, and other developing countries do not permit deaf 
couples to marry because they fear that they will have deaf children. In 
Greece, deaf students are not allowed to attend classes in a college or 
university unless they can talk or read lips. Ethiopian deaf are not 
permitted to attend school, and deaf people in Singapore are not allowed to 
drive (Carmel 1986). Perhaps even more telling of the attitudes of 
hearing people is the fact that many trained deaf people w e not allowed to 
teach or to hold leadership positions even in deaf organizations. Carmel 
reports that deaf leaders in a large international organization for the deaf 
asked countries to send only deaf representatives to the international 
meetings. Some sent hearing representatives anyway. These 
representatives were not wen aooepted at the meetings. Unfortunately, 
the deaf community in the hewing representatives' respective countries
were the losers in this situation. Their thoughts and ideas were not heard 
and they did not receive the information presented at the meetings 
(Carmel, 1986).
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SOCIALIZATION OF THE DEAF INDIVIDUAL AND ESTABLISHMENT OF
INDIVIDUAL IDENTITY
As described earlier, the deaf experience the world differently due to
the physical nature of their hearing disorder. Their world as deaf adults is
also shadowed by the influence of early childhood experiences with the
hearing world. Due to the problems of learning the common language of
their parents socialization is delayed. Becker (1980:23) describes this:
Most researchers who study early child development 
assume that the child is spontaneously learning the 
language of his or her culture, and that the parents' 
language is the means by which the child is socialized.
In other words, language acquisition and socialization 
proceed together. Normal children learn their native 
tongue by hearing people speak it, from the time 
they are bom, and acquire language between the ages 
of one and a half and three and a half years.
This process of language acquisition does not occur naturally unless 
the parents are also deaf. Only one out of ten deaf children have deaf 
parents. Culture is transmitted through language; thus socialization is 
delayed and often learned later from a school peer group. Just as with 
hearing children, the family, education, and peer group play a large role in 
the development of the individual, but the deaf experience these much
differently.
FAMILY
Hearing parents of deaf children often experience severe emotional 
pressures. Beryl Benderly (1980) describes this in her book, Dancing 
Without Music, where she gives the following scenario:
Audiologist: I'm afraid there's no doubt. She is
profoundly deaf. As soon as we can, we 
ought to see about hearing aids, and then 
about some plans for her education.
Father: But--but where will she ever find a nice
Jewish boy to marry her! (Benderly 1980:39)
Although it sounds at first as if the father is making a joke, he is 
expressing his darkest fears for the future of his beloved child. He is 
really asking: "How will she become a reasonable adult? How will she get 
along when I can no longer care for her? W ill she be happy? Who will 
want her?" Parents often feel guilty and feel that their child's deafness is 
somehow their fault. The added stress of the inability of parent and child 
to communicate verbally leads to a weakened parent-child bond. 
Psychologist Edna Levine states," The greatest burden of the small deaf 
child Is the emotional disturbance of his (hearing) parents'* (Benderly
26
1980:40).
Communications are often a problem in families with a deaf 
member. The possible problems of communications at the family dinner 
table illustrate the strain in many families. Behavioral problems are 
noted by many educators of the deaf. This is not surprising when one 
imagines the toddler through teenage years with little input from the 
family. Moral standards develop from classmates with whom they can 
communicate. Since you cannot yell look  out* to your deaf child when 
he/she crosses the street, parents often go to another extreme and 
overprotect the child.
Another reaction is for parents to refuse to accept the situation and 
thus push the child to learn what may be an unreasonable means of 
communication. The John Tracy Clinic, a famous Los Angeles institution 
providing correspondence courses for the parents of preschool hearing 
impaired, distributes a booklet which shows a typical view of 
"encouragement" which parents receive. Amidst pictures of happy tots, it 
says the following:
His biggest difficulty is that it will be hard for 
him to learn to talk. It will take time, but he will 
team to talk. You can help. Most children learn to 
talk by listening. My child will learn to talk by 
lipreading. He will have to do his listening through 
his eyes. He won't learn to talk if we rely on 
gestures to talk to him. No one is totally deaf. My 
child will learn to talk. (Benderly 1960:50)
As Benderly makes clear with this example, the child's biggest problem 
is not that he cannot talk; it is that he cannot hear. Speech arises as a 
normal consequence of hearing. These unnecessary pressures on the child 
can add to what is often a stormy relationship in a "normal" hearing 
family.
The financial pressure of a deaf family member can also be
tremendous. Education in private institutions, use of technological
advances, and medical treatment are extremely expensive. The plight of
the family without the time, money, or education to master needed skills
to communicate can be very difficult. For a family with little food or
money or no home, the child's problem probably seems less than
immediate. Frederick C. Schreiber, a famous leader of the deaf community,
made this comment about being a deaf child in a hearing home:
I need more than anything to be able to understand you 
and to make you understand me. I need to be able to
sit with you and ask you why? To ask you to help me 
explore the universe around me. To understand the do’s 
and don'ts of everyday living. These are hard things 
to learn; don't make them any harder for me than they 
already are. Give me freedom to ask and understand 
in the easiest way possible-if there is an easy way.
Talk to me, yes, but give me the help that I get 
from signs and fingerspelling. Remember, I don't speak 
nor lip read too well.
I want all members of my family, my father, my 
mother, my brothers and sisters to be able to 
communicate with me. I don't want to be a guest in my 
own house. I need to feel that I belong to you and you 
belong to me as well. (Schein 1981:57)
EDUCATION
Educational barriers strongly influence the development of the deaf 
person. Until recently, students have been pushed to learn oral/aural 
means of communication because it was preferred by teachers and most 
hearing people. Can an educational system successfully force a child out 
of his preferred mode into one preferred by teachers? Should it? Is this 
any more acceptable than the old practice of forcing left-handed children 
to be right-handed? Recent research by Sharpe (1985), Zweibel and 
Martens (1985), and Geers, Moog, and Schick (1984) have all shown that 
sign communicatiori is acquired by deaf children as quickly as spoken
English is by the hearing. They have also shown that the use of signs does 
not hinder their intellectual and social development and it may, in fact, 
improve it.
Overall the education of the deaf is severely lacking. Public Law 
94-142 provided for the free public "appropriate" education for all 
handicapped children. Yet mainstreaming is a problem because few 
teachers are qualified to teach the deaf. Most colleges offer only a few 
classes in sign language and often not for credit. Very few colleges offer 
sign as a major. Many speech pathology programs do not even require a 
sign course; thus, many instructors are not familiar with all the possible 
means of communication. Another problem lies in recognizing other 
learning disabilities of deaf children. In one case study, a private school 
for the deaf determined that a deaf student was also severely mentally 
retarded because she could not learn signs and relied on fingerspelling.
She spent the next twenty years in an institution. After budget cuts she 
was sent back to her parents' hometown where she lived in a group home. 
An interpreter noticed that she often spelled such words as "coke" as 
"k-o-c-e." It was later determined that she was not at all retarded; she
was dyslexic. Unfortunately she had wasted twenty years and is now 
environmentally retarded (Sharp 1986: personal communication). This is 
an unfortunate example of the failure in the system of deaf education.
Many programs spend so much time attempting to teach the deaf speech 
that the deaf fail to learn the basic educational and social skills that most 
children learn. A hearing sibling of a young deaf adult sa id ," She (the deaf 
sister) knows what she needs to know to survive, but she is really 
oblivious to what all goes on" (Hutton 1986:personal communication). The 
job opportunities are scarce and chances for higher education are rare. 
Some public universities offer interpreters, but there is only one 
university, Gallaudet, which caters completely to the deaf student. It is 
estimated that only 6 in 100 have bachelor's degrees, only twice this 
number have one year of college, one-third of all deaf in the US finish high 
school, and one-fourth never reach the ninth grade (Benderly 1980:16). 
Studies have also shown that for all levels of employment, the deaf rank 
substantially lower in pay than do hearing individuals with the same 
background in similar positions (Benderly 1980:17).
The educational atmosphere is as important, or even more so, as the
education itself in the development of the individual. Often deaf children 
are sent to residential schools and in these programs their peers become 
family. Visiting home during vacations can become a dreaded experience. 
At school the child usually has free communication with his/her friends, 
while at home communications are limited by the parents ability to 
communicate. On these occasions the child may feel isolated and resentful 
of his family. Going away to school and being separated from the family 
can have a great emotional impact on both the deaf child and the family. 
Deaf children do not usually form a peer group until they begin school, 
unlike hearing children who often develop these bonds within the 
neighborhood in which they live. Becker (1980:65) notes that these peer 
relationships are unique because they extend over the entire life cycle and 
are different from the usual pattern of mobility which has developed in 
the United States. Becker also found that the peer group is crucial in early 
life, becomes less important as they rear their own family, and again 
becomes important as they reach old age (ibid).
SOCIALIZATION
Social boundaries are created, because a common language is lacking.
a result, one of the major problems a deaf individual faces is the effect
that their relationships with others have on their self-esteem. Becker
gave this observation from her fieldwork:
During the course of my fieldwork I saw a pattern
in the interaction....When individuals were in a group
of deaf people they were talkative, confident, outgoing 
and relaxed. When they were interacting with people 
normal hearing, whether alone or with only a few deaf 
people present, they became quiet and hesitant, (p.8)
Another common observation deals with subtle social interaction. This is
usually learned from the parents as children overhear discussion of
someone else's actions (Becker 1980:9). The deaf individual often lacks
this knowledge of social norms and may say things which ate sometimes
considered inappropriate. Thus the social problems of deafness do not
merely fade as the individual ages; deafness is the "vantage point from
which all other experience is viewed" (Becker 1980:13).
Thus the family, with the few exceptions of parents who are deaf and 
hearing parents who change their lilsstyle to accomodate tee deaf child, 
lacks the social support the child needs and cannot provide the 
socialization which is normally acquired by tee child in tee home. The
deaf fill this loss with the support of the peer group which provides them 
with ease of communication, socialization, self-esteem, and personal 
identity. The interplay of the individual life history and the formation of 
the deaf community combine to create a unique subsociety.
DEAF CULTURE AND THE FORMATION OF THE DEAF COMMUNITY
The deaf tend to group together in a cohesive community, because of 
similar family, educational, and societal experiences. They are outsiders 
in a world largely controlled by the hearing. In recent years research into 
deafness and sign language has greatly increased, but rarely do 
researchers look at the community structure and lifestyles of the deaf. A 
card catalog survey at the University of Illinois Undergraduate Library 
showed nearly thirty books on lipreading and teaching the deaf to speak, 
but only four books dealt with subjects other than these. The deaf, 
however, are quick to acknowledge that they have a distinct culture which 
has formed within the lager social networks of the hearing world. Simon 
Carmel (1986), a deaf researcher at Gallaudet, explains that the term Deaf 
Culture refers to ”a unique way of life that is shared by a group of persons 
with a common physical disorder...” Thus the deaf community develops 
from the shared sense of being different from members of the hearing 
world. They have a visually oriented worldview. This sense of deaf
culture and community permeates all geographical locations, educational 
levels, and socioeconomic strata.
The individual life history and the development of a peer group
create a unique subsociety which deaf people define as a "community."
Members of the deaf community have suggested that the word "subculture
suggests a significant degree of separateness from society and implies
value orientations that are at odds with society. For this reason the word
community is preferred, because a person can still be part of his/her
culture without the separation implied by the worri subculture. (Becker)
Irish-Americans, Italian-Americans, and American Indians, for example,
learn culture from their parents who are members of the same group.
Ninety percent of deaf individuals, however, have two hearing parents.
Only five in 100 have two deaf parents; thus, only a small number can
learn how to be "culturally deaf" in the parental home (Benderly 1980:12).
Benderly describes the formation of the deaf community be comparing it to
other stigmatized groups:
...if a substantial number of people who carry the 
same stigma can join together they might be able 
to construct a social life based on their version of 
how life ought to be. Thus, black people, deaf people,
Jews, and other historic rejects from the mainstream 
have constructed communal lives that glorify and 
explain, and thus fortify their members against, their 
particular bitter experience. (Benderly 1980:12)
The criteria for acceptance into the deaf community are currently 
being debated by researchers. Woodward, Markowicz, and others at 
Stokoe's language laboratory at Gallaudet believe that ASL is required for 
membership (Benderly 1980:223). On the other hand, Higgins feels that, 
because of the variety of styles used in signing, it is more an attitude 
which makes one a member (ibid). This becomes an important question for 
those deafened later in life and who do not have the opportunity to perfect 
ASL. There seems to be no argument, however, that communication style 
does have strong social overtones for deaf people. How a signer learned to 
sign, and the kind of sign he/she uses, indicates much about their personal 
history and their social relationships with tiie deaf community (Benderly). 
Certain signs exist which tend to show 'native* signing ability or a youth 
spent at a residential school. Sexual signs are a good example because 
they are often not known to signers outside the deaf community (Benderly 
1980:223). ASL also has high and low-prestige forms, dialects, and a few 
age, racial, and gender differences. For most deaf people, communication
style reflects more upon their personal history than choice. Campus 
cliques and adult friendships generally follow communication style and 
educational history, much as among the hearing (Benderiy 1960:223).
The deaf community is a cohesive group that tends to remain fairly 
closed. Most truly accepted "members" are either congenitally deaf or 
have been deaf from a very early age. " I am not a re^l member of the deaf 
community, "says I. King Jordan, a Gallaudet graduate and faculty member 
who lost his hearing when he suffered a motorcycle accident at the age of 
twenty-one. "I am a deafened hearing person" (Benderiy 1980:13). Even 
those with generally good lipreading and oral skills seem to prefer the 
company of their deaf friends to hearing friends. One deaf man 
interviewed by Higgins had this to say about his feelings about hearing 
people:
Well, funny. With my good speech and lipreading ability 
I don't care to mix with hearing people. I've been deaf all 
my life. But I never tael comfornble with hearing people.
I could if ifs  a one-to-one basis, but in a group I'm out.
And I don't want to be put in a situation, an embarrassing 
situation (where) I don't foel comfortable. That’s why I 
don't do it. (Higgins 1980:43)
Interviews with many deaf college graduates revealed that most alternate 
between the two cultures. Nine of ten use oral methods at work and eight
of ten said they prefer using sign among friends (Benderly 1980:19).
Interestingly, sign and oral factions exist within the deaf community, 
and cause a stratification of sorts within the community. Many who are 
trained orally feel that signing is not as good because it is not effective in 
communication with the hearing world. They also feel that signing makes 
people stand out. Signers, on the other hand, often feel that oral skills are 
never as good as instructors have led people to believe, and that often the 
tone is offensive to the hearing and can cause just as many embarrassing 
situations.
As deaf individuals develop, they become part of the deaf community 
and assimilate core values of the group. Becker suggests that these values 
are in opposition to American values such as competitiveness, 
individualism, and social mobility (Becker 1980:37). The deaf, in general, 
are more oriented to the group. This group attitude is seen in the deaf 
community's emphasis on the nuclear family, with extended family being 
"adopted" from the peer group. The deaf community also tends to be 
endogamous. Eighty percent of deaf marriages involve two deaf spouses. 
The age of onset of deafness influences marriages as well: those deaf
before age three are less likely to marry non-deaf individuals. Men born 
deaf are half as likely to marry as men who acquired deafness, and deaf 
born only sons are found to be least likely to marry. Three-quarters 
remain bachelors (Benderly 1980:16). Deaf individuals in rural areas are 
less likely to marry another deaf individual than are their city 
counterparts, as they lack the social opportunities to meet other deaf 
people. In most cities the deaf are well organized and participate in many 
social activities. The deaf "social" keeps people informed of current 
events and news from within the deaf community. It is also a place for 
sharing deaf folklore.
DEAF FOLKLORE
Becker found that most interviewees defined their identity in terms of 
deafness. This identification was second only to gender (Beckerl 980:40). 
Given this sense of identity, the deaf individual can receive the most 
positive reinforcement of his/her feelings, worth, and ability from 
interactions with other deaf people. Deaf folklore is one method used for 
building self-esteem within the deaf community. The telling of narratives
highlights deaf people's visual acuity and dramatic expressiveness. It is 
important to the deaf community for several reasons. It stimulates pride 
in their own deaf identity and gives a better understanding about the deaf 
community and culture (Van Cleve Vol.1:429). The deaf also hope that the 
introduction of their folklore to the hearing will help the hearing to 
respect deafness as a cultural phenomenon with historical and literary 
backgrounds and to understand how deaf people think and perceive the 
world (Van Cleve Vol.1:429). Deaf folklore and culture is beginning to 
reach the hearing through presentations at the annual Smithsonian 
Institute's Folklore Festivals, through essays and books by deaf authors 
such as Holcomb's Hayarria of and through the work of deaf
filmmakers such as Charles Krauel from Chicago (Sup .lla 1987:personal 
communication).
The stories passed hand to hand often contradict stereotypes found in 
the hearing world. In these stories, the deaf assert their strength, 
resourcefulness, and achievements. They laugh at misunderstandings, 
"hazards of deafness,” and situations in which hearing people end up as 
being dependent. Other stories suggest that deaf culture should be
recognized and respected (Radnor A Carmel 1961 ’22). One story
illustrates this assertion of deaf pride and reoognizing the deaf culture:
....a deaf tree, its trunk chopped through, stubbornly 
refuses to topple whan the logger shouts "limber!"
It finally cooperates only whan a proparly-trained 
tree doctor is summoned to diagnose the 'handicap" 
and flngerspells T-I-M-B-E-RI’  in the tree's own 
language. (Radner & Carmel 1981:22)
The following story, told by Simon Carmel (Shaposka 1961:30) illustrates
the misconceptions of a hearing person when he encounters two deaf
gentlemen.
Two well dressed deaf man were riding a bus 
and conversing in sign language. An awe-struck 
stranger approached them and wrote them a note:
"Can you read?" One of the deaf men, disgusted at 
this inquiry, took out an expensive pen and replied:
"No, but i can write."
Another story illustrates the ingenuity of a hearing person when taking 
advantage of his deaf friend. For the deaf, this story is one of the "hazards 
of deafness."
A group of businessmen flew into Las Vegas on 
a gambling binge. One of them won $100,000. 
Since he didn't want the others to know of his 
great luck, he came home alone. Arriving in the 
wee hours, he dug a hole in his backyard and burieo 
his winnings. First thing the next morning he
hurried to the spot and was horrified to find his 
money gone. But there was a clue: footprints led to 
a house owned by his deaf neighbor next door. On 
the same street lived a (hearing) friend of the 
deaf fellow.
Armed with a pistol, the victim woke his 
neighbors and told the hearing one: "Tel! this guy 
that if he doesn't give back my $100,000, I'm going 
to kill him." In sign language, the friend conveyed 
this message to the deaf fellow who replied: "I hid it 
under your cherry tree." The friend quickly told the 
enraged man, "He's not going to tell you, you better 
kilihim!" (Shaposka 1981:30)
This final example of deaf folklore tells of a statue commemorating
Thomas Hopkins Gallaudet, one of the innovators of deaf education.
In 1883, the National Association of the Deaf 
passed a resolution calling for a statue to 
commemorate the life of Thomas Hopkins Gallaudet 
and situated on the campus of the National 
Deaf-Mute College. The N.A.D. commissioned a young 
sculptor, Daniel Chester French, who tried to 
visualize the best location and selected a site in 
front of Chapel Hall. It was an acceptable location 
for Dr. Edward Miner Gallaudet, but not for his own 
children. On that site was a favorite tree around 
which the Gallaudet children played games. If 
French had his way, the tree would have to go.
Dr. Gallaudet found himself in a quandary, but 
being a good father, he promised his children that 
he would sleep on the final decision. That night a 
terrific thunderstorm came down upon the City of 
Washington and a bolt of lightening destroyed that 
very tree. Thus, it wa« through an act of God that 
the Gallaudet statue stands where it is today.
(Shaposka 1981:30)
Each of these stories gives some insight into the feedings of members of 
the deaf community. Their folklore is a way to preserve and support the 
image of the deaf person.
HEALTHCARE AND THE DEAF PATIEN1
Under the Rehabilitation Act passed by the Federal government in 1973, 
all federally funded programs and institutions are required to prevent 
discrimination on the basis of handicaps (US Senate 1973:Rehabilitation 
Act of 1973). This means that all public programs and buildings must be 
accessible by the handicapped, including the deaf. Although there have 
been great strides in making buildings accessible to the blind and to 
people in wheelchairs, improvements for the deaf are largely ignored.
Many federal buildings have not installed audio-loops or teletype phones 
and interpreters are often not available. Section 504 of the 
Rehabilitation Act provides that all health, welfare and social services 
must ensure that persons with impaired sensory or speaking skills are 
provided effective notice concerning the provisions of benefits, waivers of 
rights, and consent to treatment. Health care agencies covered by the 
regulation include hospitals, neighborhood health clinics, community 
mental health centers, community dental clinics, eye clinics, maternity 
clinics, planned parenthood organizations, short-term and long-term 
nursing homes, and other health care providers receiving federal financial
assistance either directly from the federal government or indirectly 
through state and local agencies. Subsection 84.52(a) states that 
services must be equal to and as effective as those offered to 
non-handicapped persons (US Department of Health, Education, and Welfare 
1977). Hospitals must make special arrangements for handling deaf 
patients.
Unfortunately, hospitals have been slow to fulfill these 
requirements satisfactorily. The funds needed to train hospital staff to 
deal with deaf problems often require a change in hospital policy, and red 
tape must be cut before the necessary training can begin. Funds are rarely 
budge .ad for the purpose of this type of training, and shortcuts are too 
often used to fulfill the legal requirements. Many hospitals simply send 
some staff members to a beginning sign language class or teach them to 
fingerspell in order to have an "interpreter” on call. These unqualified 
interpreters can confuse communication even more and are rarely 
requested by deaf patients. A qualified sign language interpreter is often 
needed to facilitate communication between doctor and patient, but the 
deaf patient's preferential mode of communication should be respected.
The patient should, however, be informed of his/her right to an interpreter 
paid for by the hospital for any inpatient, outpatient, referral, and 
educational services. Unfortunately most hospitals do not have 
interpreters on call. If they are even on staff, health care providers are 
often not aware of their services (Helgesen 1986: personal 
communication). It is often left to the patient to find an interpreter.
Another problem exists in obtaining interpreters as they can be held liable 
for any mistranslations. Considering how easily some bigns can be 
confused, this fact can be quite disturbing for both professional and 
volunteer interpreters.
An initial exploration into the difficulties in obtaining satisfactory 
health care for the deaf was attempted via a questionnaire given to 
sixteen deaf adults at the Champaign-Urbana Center for Independent 
Living. The age distribution was equal between the groups 30-49 and 
50-79, and the male/female distribution was nearly equal. The purpose of 
the survey was to determine how often these people go to see a doctor, 
how they chose the doctor, how comfortable they feel in their 
communications with their doctor, and how they feel about having
interpreters in the room during an appointment with their physician. The 
questionnaire was given in the presence of the researcher and a sign 
interpreter in order to answer any questions which arose. Questions were 
worded for reading simplicity, with the help of the Coordinator of Deaf 
Services at the Center. This survey suggested possible changes that 
should be made in future wording of questions and some further research 
questions. A  revised survey form is included in Appendix C, but it has not 
yet been given to another sample population. The complete questionnaire 
is provided in Appendix A, and tallied results for each question are 
provided in Appendix B.
Although the survey failed to answer (or appropriately ask) many of the 
questions it set out to answer, a number of interesting observations were 
made. Nine of the sixteen people surveyed felt uncomfortable with their 
lipreading skills yet these same people preferred to go to the doctor alone. 
Nine of those surveyed also answered that they felt embarrassed when an 
interpreter was in the room during their time with their physician. A 
number of the persons surveyed said that they wrote notes to their doctor 
to communicate, yet the average reading level of most deaf adults is
between a fourth and fifth grade level. The question, "How did you hear 
about your doctor?" (number 7) was misunderstood by nine of the 16 
surveyed. This is partially due to the poor wording of the question, but it 
is also a result of poor reading comprehension (Johnson 1987:personal 
communication, Supalla 1967:personal communication). Some of the 
replies show that the word "hear” was equated with "communicate." Thus 
the question was translated as "How do you communicate with your 
doctor?” Two people answered "fail” to this question, another two 
answered "lipread" and four replied that they write notes. Thus the larg® 
number of "no answers" on the latter questions of the survey may be 
partially explained by misunderstandings due to low reading levels.
For reasons of privacy, many deaf do not feel comfortable with 
another person in the room during an exam. Although professional 
interpreters operate under a strict code of ethics, confidentiality may be 
compromised. Even a perceived compromise of confidentiality can be 
damaging to the patient-health care worker relationship or to the 
patient-interpreter rapport. Interpreters may also have problems 
understanding various age group or colloquial forms of signs.
Under certain medical circumstances, among cataract patients for 
example, the use of interpreters may be impossible and other modes of 
communication must be found. Usually this decision should be made by the 
deaf patient in order to provide the most comfortable means of patient 
communication. In the survey presented earlier, most of the deaf adults 
questioned preferred to rely on lipreading and note writing during 
communications with their doctors. Yet over half of them did not feel 
comfortable with their lipreading skills, and responses to the survey 
indicate that reading comprehension may hinder the full understanding of 
written messages. Deaf individuals have to speech read in a language they 
barely know. It is estimated that only 26-30% of spoken English is 
unambiguous, the rest must be guessed from contexts, probability, or luck 
(Benderly 1980:166). Learning a language is more than knowing sounds and 
words. A control of structure and deep meaning must be gained. Tests of 
writing, reading, and speaking in general have found that the deaf have 
small and inaccurate English vocabularies, incomplete control of syntax, 
and hardly any grasp of deep structures (Benderly 1660:84). They know 
the basics of English but are often unaware of the subtle nuances of the
English language.
Of course these are only generalities. The burden of communication 
has traditionally been with the deaf. The health care provider can help by 
being patient and understanding. Many patients are upset in clinical 
settings. The stress may be especially great for patients who cannot hear 
what is being said about them. Calm reassurance can be an important role 
for the health care provider.
It is important for the health care worker to realize when working 
with deaf patients, that he/she faces not only a language barrier but a 
cultural barrier as well. Schein (1981:55) explained that, to ease the 
problems of deafness, "...one must know what the problems are and to know 
the problems, one must know us." When a people enter a hospital situation, 
they may feel as though they lose part of their personal identity. This 
feeling of loss is especially great for deaf patients since their personal 
identity is largely supported by the deaf community. Unfortunately, 
most hospitals do not supply deaf patients with closed captioned 
television or teletype phone systems which further removes them from 
their support group. For this reason every attempt should be made to
allow and encourage visitors from the deaf community.
The Rehabilitation Act requires health care providers to supply
adequate health care to the deaf. This includes psychological as well as
physical treatment. Although the health care workers may not feel that
they are prejudiced against the deaf, any perceived prejudice will be
damaging to the patient-care giver relationship. Indeed the term most
often used by the deaf when describing negative experiences with hearing
people is "prejudice.” Schowe describes the attitudes of many deaf
people when dealing with hearing individuals:
Most people would resent any implication that they are 
prejudiced against the deaf. Most would insist that 
they are motivated by nothing more reprehensible than 
compassion in their relations with those who have poor 
hearing or none at all. Nevertheless, "prejudice1 is the 
term most frequently invoked by the deaf themselves to 
designate the inequality of treatment they so frequently 
encounter. (Schowe 1979:8)
CHANGING TRENDS IN ACCEPTANCE OF THE DEAF
In this age of computers, most research on deafness has focused on 
electronic devices to aid the deaf. Teletypewriters, audio loops, 
closed-captioned television, and visual doorbells and smoke alarms are 
among the new technologies. Unfortunately, these items can be very 
expensive and they usually must be paid for by the individual. The items 
are already expensive and the largest potential consumer group for these 
products is the elderly who are also the largest group of poor people 
(Senate Subcommitte on the Handicapped 1980:68). Advances in medicine, 
including cochlear implants, are also going to affect the deaf community.
The deaf community is changing too. Although the traditional deaf 
community of past decades was developed by alumnae of residential 
schools, more and more children are now being educated in daytime 
"mainstream" programs in the public schools. A great deal of their 
socialization still comes from their peer group, but the increased public 
exposure will hopefully lead to greater acceptance of deaf individuals by 
the hearing. Movies such as Children of a Lesser God and appearances of
deaf actors with the National Theatre of the Deaf also affect the public 
exposure of the deaf. For those not familiar with deafness, the first 
meeting with a deaf person can be quite awkward. As a general rule, 
contact between members of different groups tends to reduce stereotypes. 
Unfortunately, if an encounter does not go well, the hearing person may 
remember only the odd voice, lack of voice, or strange mannerism instead 
of seeing how much the person is like himself.
Anottter trend seems to be the emergence of a deaf middle class who 
earn enough to purchase high-tech products to help improve their quality 
of life and to hire their own interpreters to help in business and everyday 
life. This has allowed further interaction with hearing people which has 
led to more marriages to people outside the deaf community (including 
hearing interpreters). All of these trends could greatly affect the deaf 
community. It is important to realize that the perception of a handicapped 
person's physical and social limitations is defined by the community in 
which it is found (Groce 1980:6). The changes that would truly benefit 
the lives of deaf individuals would be those which encourage greater 
understanding and acceptance by the hearing world. One deaf man stated
before a Senate Subcommittee meeting:
Use of technological advances is of little value unless 
people's attitudes and perceptions can be developed 
to a point of acceptance of the human worth and 
dignity of individuals who happen to suffer from 
hearing loss...Too many continue to view hearing 
loss as signs of mental and/or physical incompetence. 
Ignorance about what hearing loss is, and is not, 
is profound. (Senate Subcommittee on the 
Handicapped 1980:99)
These broadened attitudes of acceptance must occur among health care 
workers in order for them to provide appropriate health care to deaf 
patients. Although it is unreasonable to expect health care providers to 
learn all the intricacies of communication with the d*af, it can be 
expected that they provide nondiscriminatory care to the deaf patient.
This includes providing the extra time to communicate with and reassure 
the patient and to share the responsiblity of communication with the deaf 
person, rather than allowing the burden to fall solely on the deaf 
individual.
it is difficult, if not impossible, for a hearing person to imagine the 
great isolation that accompanies hearing loss. In speaking before a 
Senate Subcommittee one deaf man expressed well the feelings of many
deaf people in regard to interactions with hearing people. He said, "Relate 
to me on the basis of my abilities not on the basis of my disabilities" 
(Senate Subcommittee on the Handicapped 1980:66). This is all that the 
deaf ask of the hearing world*-a chance to communicate and participate.
APPENDIX A
These questions are for a senior honors project at the University 
of Illinois. Please do not write your name on this page. I will be the 
only person who will see your answers.
A. 1. How old are you?
2a. Are your parents deaf or hearing? 
b. Oo you have any brothers or sisters who are deaf?
3. Did you graduate from : highschool
college... 2 yr...4yr...more than 4 yr
4. Was your school oral or total communication ? (Circle one)
5. How comfortable is speechreading for you? (Circle one)
very comfortable... comfortable...uncomfortable...very uncomfortable
B. 6. How many times have you gone to the doctor in the past:
2 years?
5 years?
7. How did you hear about your doctor?
8.Would you recommend your doctor to another deaf/hearing 
impaired person?
Why?
9. Have you ever avoided going to your doctor because it is difficult 
to communicate?
10.Do you feel your doctor listens to your medical problems?
11 a. Does your doctor give you time to ask questions?
b. Does your doctor explain everything after the examination?
c. Will your doctor write notes if you do not understand?
C. 12. Who makes the appointment for you?
13. Do you prefer to go to the doctor alone or to take someone with 
you?
Who do you take with you?
14. Do you prefer professional interpreters, family members, or 
friends?
15. Do you ever fool embarrassed when an Interpreter is with 
in the doctor's office?
THANK YOU FOR YOUR HELP
SURVEY RESPONSE FROM CUCIL MEETING 16 PEOPLE PRESENT
7 FEM ALE 9 MALE
1. HOW OLD ARE YOU?
30,31 ,33 ,37 ,39 ,43 ,45 ,50 ,57 ,61 ,61 ,69 ,72 ,75 ,76  
on* no answer 
TOTALS 30-39: 5 
40-49: 2 
50-59: 2 
60-69: 3 
70-79: 3
2a. ARE YOUR PARENTS DEAF OR HEARING?
hearing........ 14
d*af.............2
b. DO YOU HAVE ANY BROTHERS OR SISTERS WHO ARE DEAF
no answer...........1
no.......................13
yee..................... 2
3. DID YOU GRADUATE FROM: HK3H8CHOOL, 2YR  COLLEGE, 4YR COLLEGE, 
MORE THAN 4 YR8?
Mghsohool................. 4
training sohool......... 1
2yrooi*g*................. 1
4yr ooHegs ................. 2
more than 4............... 0
AGE DISTRIBUTION O F THOSE NON-HIGHSCHOOL GRADUATES: 
ages: 43 ,45 ,50 ,67 ,61 ,61 ,69 ,72
4. WAS YOUR 8CH 00L ORAL OR TOTAL COMMUNICATION?
lo w  Q O H iin y n ifliw W i.....................o
oral 9
no anawar..............................1
AGES O F THOSE TAUGHT BY THE ORAL METHOD 
33,39 ,43,45,50,57,61 ,76
5. HOW COMFORTABLE IS SPEECHREADING FOR YOU?
(CHOSE FROM VERY COMFORTABLE, COMFORTABLE, UNCOMFORTABLE, 
VERY UNCOMFORTABLE)
vary oomfortabla.....................3
oomtortabla...............................2
unoomtortabls............................8
vary unoomfbrtabla.................. 1
no anawsr.................................. .0
AGES O F THOSE WITH UNCOMFORTABLE RESPONSE: 
31,37 ,39,43,61,69,72 ,75
6. HOW MANY TIMES HAVE YOU GONE TO THE DOCTOR IN THE PAST:
2 YEARS? 5 YEAR 8?
miaundaralood quastton................9
•vary 3*4 months......... .................. 3
6-10 vm «/yr................................ 1
no anmwr........................................ 1
7. HOW DID YOU HEAR ABOUT YOUR DOCTOR?
ndaundantand.............................9
frland................................. 2
cfcaaanbiyaaH...................1
no anawar...........................3
W 8PON8ES O F THOSE WHO MI8UN0ER8T00D THE QUESTION: 
"fair -2 
"Hpioad" -2
■’haaring aid and lip raad" -1 
"wrHapapar" -4
no...............................3
other.......................... 2
no answer.................. 5
REASONS FOR REPLY (LISTED BY RESPONSE) 
Other:
"tail- Doctor can't help my hearing open."
"tail- not help"
No:
"I am uncomfortable"
Yes:
"sure he is very good" -2 
"good doctor- understand d ea f
"Because he is good and writes down what problem I may have" 
"depend how the doctors are good manner"
"My Dr. XXXXXX is good to explain what wrong with me."
9. HAVE YOU EVER AVOIDED GOING TO YOUR DOCTOR BECAUSE IT IS 
DIFFICULT TO  COMMUNICATE?
no answer.....................7
no.................................7
yes............................... 2
10. DO YOU FEEL YOUR DOCTOR LISTENS TO YOUR MEDICAL PROBLEMS?
no answer................ 6
no.............................1
yes........................... 8
ADDITIONAL RESPONSE GIVEN BY ONE PERSON: 
"I gave up as I can't hear any words."
11a. DOES YOUR DOCTOR GIVE YOU TIME TO  ASK QUESTIONS?
no answer.................. 5
yes.............................9
no.............................. 2
11b. DOES YOUR DOCTOR EXPLAIN EVERYTHING AFTER THE EXAM? 
no answer................5
yes............................ 7
sometimes............... 3
no......... ....................1
ONE YES RESPONSE INCUJDED NOTE THAT MD WROTE NOTES TOO
11c. WILL YOUR DOCTOR WRITE NOTES IF YOU DO NOT UNDERSTAND?
no answer................... 5
no............................... 1
if asked to......................3
yes..............................7
ONE 18 ASKED RESPONSE INCLUDED NOTE "doctor told nurse"
12. WHO MAKES THE APPOINTMENT FOR YOU?
hearing person.........1
no answer................. 3
friend........................ 2
fam ily........................5
doctor....................... 2
self........................... 3
ADDITIONAL COMMENTS GIVEN WITH ABOVE: 
no answer: "I don't remember when I was a little boy" 
self: "uses Center for Independent Living”
13. DO YOU PREFER TO GO TO THE DOCTOR ALONE OR TO TAKE SOMEONE 
WITH YO U?
no answer......... 4
alone.................9
someone........... 3
ADDITIONAL COMMENTS GIVEN WHEN QUESTION NOT ANSWERED: 
yes -1
"my dad took me to see doctor when I was about 4 yrs old."
WHO DO YOU TAKE WITH YOU?
myself.................................................. 7
no answer............................................ 2
family (other than spouse)................ 2
spouse........ ........................................ 5
14. DO YOU PREFER PROFESSIONAL INTERPRETER, FAMILY MEMBERS, OR
FRIENDS?
no answer................................................. 6
no (does not answer question)................ 8
child......................................................... 1
professional interpreter...........................1
15. DO YOU EVER FEEL EMBARRASSED WHEN AN INTERPRETER IS WITH YOU 
IN THE DOCTOR’S OFFICE?
no answer...........2
yes...................... 9
no........................5
DISCUSSION O F SURVEY RESULTS
The survey group was fairly representative of the general deaf 
population in that very few had other deafness in their family. Only two 
had deaf parents. Half of those surveyed had not graduated from high 
sohool. The survey may have yielded a more accurate view of their 
education by asking what schools they attended, beoause until reoentiy, 
the deaf eduoation system was structured differently than the public 
school system. Questions about where they attended school might suggest
interesting comparisons of methods used at various institutions and peer
group relationships of the test sample. Question four, "Was your school
oral or total com m utation?" was largely misunderstood as evidenced by 
the age distribution of those who claimed total communication. Many 
people above 50 answered that they were trained using the total 
communication method, but this form was not commonly used until the 
60s. It would perhaps be better to have asked "When did you start learning 
sign and from whom? or When you were young, did your school use sign?" 
Many people asked about question five, "How comfortable is speechreading 
for you?" as they worked on the survey. The term speechreading is the 
current and "preferred" jargon of educators of the deaf, but it is not as 
fam iliar to many deaf people as is the term "Upreadlng." The term was 
explained to them via tne sign interpreter and they were able to answer 
the question.
Question six and seven, "How many times have you gone to the doctor in 
the past 2 years? 5 years?" and "How did you hear about your doctor?" 
were included to find how often they see a physician and how they went 
about selecting their physician. Both questions led to many 
misunderstandings. Instsad of asking how many times they had gone to a 
doctorw ithlnoertain time lim its (question 6), it would work better to
simply ask, "How often do you see your doctor?” Specific time units and 
number of visits/time unit should be given. Answers to this question 
should lead to more information on clinical communications because, as 
the physician and patient see each other more, they should develop 
systems for better communication. Another difficulty with this question 
arises from in the structure of many HMO and sim ilar clin ic systems.
Often these require that the patient have a primary physician. If this is 
the case, the question should specify whether the answer should include 
only the primary physician or all physicians seen within the unit of time.
Due to the wording of question seven, an interesting response occurred. 
This question was meant to find out why they chose their doctor. Because 
of the original wording "How did you hear about your doctor?” many 
answers showed that the word ”haar" was being equated with 
"oommunicate." Question eight, ”Woud you recommend your doctor to 
another deaf/hearing impaired person?" is an important question to see 
how the individual feels about the quality of their health care. If their 
offioe visits are a positive experience they should be willing to 
recommend their physioian to a friend. This question would perhaps have a
better response if placed at the end of the questionaire in order to build up 
to the idea.
The question, "Have you ever avoided going to your doctor because it is 
difficult to communicate?" did not yield any unexpected results. A sim ilar 
result would probably be reached in any population - hearing or deaf. 
Survey questions ten and eleven, four questions about whether the 
physician listens, allows questions, explains concepts throughly, and 
writes down important information, could be combined and simply asked 
as "Do you feel your physician is patient?" The questions from 9 to 15 
show the common problem of "no answer." These questions may work 
better if they were restructured in such a way that a reply could be 
checked instead of written out. Two other questions which may have 
yielded interesting results would have been to ask "How com fortable are 
you with using sign language?" and "Do you ever wish your doctor could 
sign?" it would also be interesting to see if any of the results were 
different if the questions were asked on a one-to-one interview using sign 
language.
A P P E N D IX  C
These questions are for a senior honors project at the University 
of Illinois. Please do not write your name on this page. I w ill be the 
only person who w ill see your answers.
A. 1 a. How old are you?________
b. How old were you when you became deaf?________
2a. Are your parents deaf or hearing_____?
b. Do you have any brothers or sisters who are deaf?_______
3a. When did you start learning ASL?_______
b. Who taught you ASL?
your parents?_________
your brothers and sisters?________
your frier:^?________
your teachers?_________
4. How good are you at lipreading? (Please circle one)
very good..... good....... fine....... terrible
5. How good are you at signing? (Please d id e  one)
vary good..... good....... fine...... terrible
6. How many times did you go see a doctor in the past 2 years? (Please 
circle the closest number)
1-4 times..... 5-10 times........more than 10
7. When you go to the doctor do you see the same doctor or
different doctors?_________
8. W hy did you choose your doctor? (Did someone reoommend him/her? 
Did you pick someone randomly?)
9. Is your doctor patient with you?
10. Does your doctor explain everything after the examination?
1 1 . W ill your doctor write notes if you do not understand?
12. Do you wish your doctor knew sign?
13a. Do you always go to the doctor alone? ves no______
b. If you take someone with you, who do you like to take?
family member?________
friend?________
professional interpreter?_________
14. Did you use an interpreter with a doctor before? yes_____no_____
15. Are you ever embarrassed or uncomfortable when someone else is in
the doctor's offioe with you? Yes_________No____________
16. Would you reoommend your doctor to another deaf/hearing impaired 
person?
THANK YOU FOR YOUR HELP
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